Conclusion: For ESCC patients (stage T3-4, any N, M0) undergone esophagectomy, postoperative radiotherapy with small field had similar survival outcome (OS and PFS) with large field radiation. However, patients received small field radiation had much more locoregional recurrence and worse LPFS than patients with large field radiation. A large field postoperative radiotherapy may improve the locoregional control rate for ESCC patients.
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Randomized Trial of Hypofractionated Dose-Escalated Intensity Modulated Radiation Therapy Versus Conventionally Fractionated Intensity Modulated Radiation Therapy for Localized Prostate Cancer K.E. Hoffman, 1 K.R. Voong, 2 L.B. Levy, 1 T.J. Pugh, 2 S. Choi, 1 W. Du, 1 S.J. Frank, 1 J.L. Johnson, 3 R. Kudchadker, 1 Q.N. Nguyen, 4 A. Lee, 5 U. Mahmood, 1 S.E. McGuire, 1 and D.A. Kuban 1 ; 1 The University of Texas MD Anderson Cancer Center, Division of Radiation Oncology, Houston, TX, 2 The University of Texas MD Anderson Cancer Center, Houston, TX, 3 MD Anderson Cancer Center, Houston, TX, 4 Department of Radiation Oncology, The University of Texas MD Anderson Cancer Center, Houston, TX, 5 US Oncology, Irving, TX Purpose/Objective(s): Hypofractionated prostate radiotherapy shortens prostate cancer treatment duration and may increase biologically effective dose delivered to the prostate. We report cancer control and toxicity outcomes from a randomized trial testing the hypothesis that dose-escalated moderately hypofractionated radiation therapy improves prostate cancer control. Materials/Methods: Two hundred six men with localized prostate cancer were randomized to conventionally fractionated intensity-modulated radiation therapy (CIMRT, 75.6 Gy in 1.8 Gy fractions) delivered over 8.4 weeks or to dose-escalated hypofractionated IMRT (HIMRT, 72 Gy in 2.4 Gy fractions) delivered over 6 weeks. Recurrence was defined as either PSA recurrence using the Phoenix definition of nadir plus 2 ng/mL, or initiation of salvage therapy. Late (> 90 days after completion of radiotherapy) genitourinary (GU) and gastrointestinal (GI) toxicity were graded using modified Radiation Therapy Oncology Group criteria. Results: Most men had cT1 disease (72%), Gleason 6 (34%) or 7 (65%) disease, PSA < 10 ng/mL (90%), and did not receive androgen deprivation therapy (76%). With a median follow up of 8.4 years, there were 31 recurrences. Men treated with HIMRT had fewer recurrences than men treated with CIMRT (P Z 0.034). Eight-year recurrence was 10.7% (95% CI Z 5.8-19.1%) with HIMRT and 15.4% (95% CI Z 9.1-25.4%) with CIMRT. No one died from prostate cancer. There was no difference in overall survival between treatment groups (P Z 0.37). Late grade 2 or 3 GU toxicity was similar between treatment groups (P Z 0.83). There was a non-significant numeric increase in late grade 2 or 3 GI toxicity in men treated with HIMRT (8-year 5.0% vs. 12.6%; P Z 0.08). There were no grade 4 toxicity events. Conclusion: This moderate hypofractionation radiation treatment regimen of 72 Gy delivered in 2.4 Gy fractions shortens prostate cancer treatment duration and provides better prostate cancer control than 75.6 Gy delivered in 1.8 Gy fractions with acceptable toxicity. Purpose/Objective(s): To evaluate long-term biochemical control (bRFR) and radiation toxicity for men with localized prostate cancer treated with two moderately hypofractionated IG-IMRT regimens. Materials/Methods: Eligible consenting men with T1c-T3a Nx M0 prostate cancer were enrolled in a phase II trial and received IG-IMRT to a risk-adapted volume that included prostate +/-seminal vesicles at 3 Gy per fraction, 5 days per week in sequential cohorts to a total dose of either 60 Gy or 66 Gy. Late gastrointestinal (GI) and genitourinary (GU) toxicity were recorded at each follow-up using the Radiation Therapy Oncology Group criteria and biochemical failure was scored using the PSA nadir + 2 criteria. Outcome estimates were calculated using the Kaplan-Meier method and log rank test. Early stopping rules terminated accrual to the 66 Gy cohort due to excessive Grade 3-4 late toxicity. Results: Ninety-six men received 60 Gy and 28 received 66 Gy. Androgen deprivation therapy (3-36 months duration) was used in 10% of men in both cohorts. For each cohort, the median age was 71 years (60 Gy) and 70 years (66 Gy). Low or intermediate risk presentation was respectively 27% and 65% (60 Gy) and 25% and 71% (66 Gy). Median follow-up was 128 months (60 Gy) and 108 months (66 Gy). The 5-and 8-year bRFR for 60 Gy and 66 Gy were respectively 83% and 67% vs 88.5% and 73.4% (P Z 0.224). For each cohort, 5 (60 Gy) and 1 (66 Gy) subjects died from disease. Overall 5-and 8-year cumulative late Grade 1-4 GI toxicity for 60 Gy vs 66 Gy were, respectively, 21.2% and 21.2% vs 44.6% and 48.9% (P Z 0.004). Cumulative late Grade 1-4 GU toxicities were, respectively, 23.8% and 32.8% vs 40.4% and 51.4% (P Z 0.048). Cumulative 5-and 8year late Grade 3-4 GI toxicity for 60 Gy and 66 Gy were respectively 1.1% and 1.1% vs 11.5% and 11.5% (P Z 0.01). Cumulative 5-and 8-year late Grade 3-4 GU toxicity for 60 Gy and 66 Gy were respectively 0 and 1.5% vs 3.7% and 3.7% (P Z 0.41). Late toxicities were self-limiting and at last follow-up in the 60 Gy cohort there were no Grade 3 late GI toxicities and one Grade 3 late GU toxicity. In the 66 Gy cohort there was one Grade 4 late GI toxicity and one Grade 4 late GU toxicity. Conclusion: Moderate hypofractionation to 60 Gy was associated with modest late toxicity and provided excellent 5-year bRFR for our patients, although failures continued to be observed with subsequent follow-up. Dose escalation to 66 Gy was associated with significantly worse late GI and GU toxicity without an apparent improvement in bRFR. Purpose/Objective(s): To report on the 5 year efficacy results of patients with localized high risk prostate cancer treated with a concomitant hypofractionated IMRT boost (simultaneous integrated boost) along with adjuvant androgen deprivation therapy (ADT). Materials/Methods: From 2004-2010, a prospective phase I-II study was conducted in patients with any one or more of the following: T3 disease, PSA > 20 ng/mL, or Gleason score 8-10. A dose of 45 Gy in 25 fractions was delivered to the pelvic lymph nodes along with a concomitant IMRT boost of 22.5 Gy to the prostate, resulting in a total dose of 67.5 Gy in 25 fractions to the prostate over 5 weeks. Adjuvant ADT was to be delivered for 2-3 years. Biochemical failure was determined by the Phoenix definition. Univariate and multivariate analyses were performed to look for predictive factors. A post-treatment prostate biopsy was to be performed at 5 years to assess for pathologic local control. Results: Two hundred thirty patients were treated and followed for the primary 5 year efficacy endpoint. Patients not lost to follow-up have a minimum follow-up of 5 years. Median age of patients was 72 years. Sixty-seven percent had GS 8-10, 44% had PSA > 20 ng/mL, and 27% had T3 disease. The median duration of ADT was 30.4 months. Seventy-nine percent received at least 18 months of ADT. The median PSA nadir was 0.02 ng/mL. Ninety-two percent achieved a testosterone nadir of < 0.7 nmol/L. The 5 year probability of testosterone recovery (> 1.7 nmol/L) was 53.9%. The 5 year biochemical control rate was 83.7%. The 5 year overall survival was 93.7%. PSA nadir < 0.5 ng/mL independently predicted for higher biochemical control (HR 0.014; P < 0.0001), while a PSA nadir < 0.1 ng/mL independently predicted for longer overall survival (HR Z 0.129; P Z 0.0024). Starting ADT in an adjuvant fashion (vs neoadjuvant) independently predicted for higher biochemical control (HR Z 0.419; P Z 0.0116). ADT for 12 months independently predicted for worse overall survival compared to ADT for > 24 months (HR Z 6.667; P Z 0.014). Of the 45 patients who underwent a 5 year prostate biopsy, 5 (11.1%) had a positive result showing malignant cells with no radiation effect. The biochemical control and overall survival of patients who had a post-treatment biopsy were not different from those without a biopsy. The 5 year actuarial incidence of late grade 3 GI and GU toxicities were 1.9% and 7.2%, respectively. Conclusion: A concomitant hypofractionated IMRT boost delivering 67.5 Gy in 25 fractions to the prostate over 5 weeks combined with elective pelvic nodal irradiation and adjuvant ADT resulted in favorable 5 year biochemical control and overall survival rates for patients with localized high risk prostate cancer. Lower PSA nadir predicted for higher biochemical control and longer overall survival. ADT duration of 12 months was associated with decreased overall survival. Pathologic local failure rate as assessed by 5 year post-treatment biopsy was low. 
